Dear editor
Diabetes is a disease whose global prevalence has been rising year after year, and by 2014 more than 400 million individuals were diagnosed with diabetes. 1 As a consequence, screening of patients with type 1 or type 2 diabetes has become important, both to estimate the prevalence of diabetes and to treat affected individuals. For that purpose, a two-step algorithm suggested by Sharma et al 2 was recently published, whose aims were to identify type 1 or type 2 individuals from a primary care database. The first step of the algorithm was based on the diagnostic records, treatment given, and results obtained from clinical tests. The second part was based on the combination of diagnostic codes, prescribed medications, age at the time of diagnosis, and finally whether the case was prevalent or incident.
I found this article and the associated algorithm all the more interesting in that it shares obvious similarities with an algorithm proposed by Renard et al published in 2011, 3 even though the type of database used to obtain the data was not the same. Five years ago, we suggested an algorithm called Diabecolux to identify patients with diabetes using administrative reimbursement databases. The first step of this algorithm was to select only patients with diabetes and then to distinguish type 1 and type 2 diabetes based on patients' age and the type and number of hypoglycemic agents reimbursed between 1995 and 2006.
As on November 30, 2016, numerous articles with keyterm "diabetes" in their titles have been found to be published in PubMed (N=180,882). "Algorithm" is also a term that has been often found, with almost 20,000 publications in the PubMed (N=19,196) carrying the keyterm "algorithm" in their titles. Moreover, the term "identify" or "identification" has been used in 1,138,089 publications by their authors in the title or abstract. However, a combination of all these terms was found only in 15 publications. It is surprising to note that two articles dealing with the same topic have used such a similar approach with respect to their algorithm, but the most recent article did not mention the first one.
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Dear editor
We thank you very much for bringing your interesting letter to our attention. 1 
Our algorithm
2 is based largely on the Royal College of General Physicians guidance which made it particularly suitable to UK databases, but similar to the algorithm developed by Renard et al it has sufficient generalizable elements. 3 As noted, there are indeed some similarities between the algorithms such as the use of age at the time of diagnosis and the analysis of prescribed medication to aid diabetes classification. However, there are several differences as well. One such difference is our use of diagnostic codes for diabetes classification. This helped us eliminate not only gestational diabetes cases but also some rarer forms of diabetes such as latent autoimmune diabetes in adults and maturity-onset diabetes of the young. This ensured a robust classification of type 1 and type 2 diabetes. This use of diagnostic codes was also necessary to exclude women who were prescribed metformin for other reasons such as polycystic ovarian disease. Additionally, the use of hemoglobin A1c diagnostic thresholds in our algorithm ensured that we identified diet-controlled type 2 diabetics as well. These have been estimated to comprise around 30% of all type 2 diabetics and we wanted to ensure this was captured to avoid an underestimate of the incidence and prevalence of type 2 diabetes. 4 We appreciate that the authors of the study led by Renard et al did not have access to diagnostic data or HbA1c to allow this to be undertaken. 1 Hence, their focus was on treated type 2 diabetes patients.
We hope this helps to clarify the similarities and differences between the two algorithms.
